was conducted to identify factors that predict discovery of enterocele. RESULTS: Of 885 patients who underwent a post-hysterectomy vaginal colpopexy, 769 (86.9%) patients had an enterocele identified at the time of surgery. Patients with a history of prior retropubic urethropexy (n ¼ 23) are estimated to be 5.7 times more likely to have an enterocele, although this effect was not statistically discernible (p ¼ 0.10). Increasing severity of apical prolapse by preoperative examination was unrelated to the detection of an enterocele (Fisher's exact test, p ¼ 0.40). Patients with a history of prior enterocele repair were less likely to have an enterocele identified (0.33 relative odds). The median body mass index (BMI) was 28.1 (range 19-57), and the odds of enterocele decreased as BMI increased (0.95 relative odds per unit BMI). CONCLUSION: The surgical presence of an enterocele should be expected in a significant proportion of patients undergoing posthysterectomy vaginal colpopexy. Based on this large cohort where enterocele identification was irrespective of prolapse severity, dissection technique appears to have a contributory component to their identification. Further studies are warranted to compare other posterior vaginal wall dissection techniques and their associated detection of enteroceles. Prior retropubic urethropexy and (paradoxically) decreasing BMI appear to be associated with a higher rate of detected enteroceles.
OBJECTIVES:
To determine physician characteristics associated with patient ratings of them on an online physician evaluation website. MATERIALS AND METHODS: All obstetrician, gynecologist, and physician profiles listed in the online physician evaluation website, Healthgrades, were retrieved via a web data collection algorithm. Physician geographic data retrieved from the Healthgrades dataset was categorized into US-region based on the American Congress of Obstetrician and Gynecologist districts. Summary descriptive statistics were performed across all variables. Given many of the variables (including physician rating) possessed a skewed distribution, non-parametric statistics were used. The Wilcoxon Rank Sum test was used for continuous data points while the Pearson Chi-square test was used for categorical data. Statistical analysis was performed using JMP 12.1.0 (SAS Institute, Cary, NC). For all statistical tests significance was defined as p < 0.05. The coefficient of determination (R 2 ) was used to assess how much of identified associations variance was explained by the modeled variables. RESULTS: The Healthgrades database was queried on April 15, 2015 for all obstetrician gynecologists and returned 35,891active physicians. Among these physicians, there were 445,638 patient reviews for the majority female and fifth decade of life physicians. Online reviews were generally positive (median 4.1 on a scale of one to five stars) with 65% having a rating of 4 out of 5, while 23.7% received a 5 out of 5 rating. Younger age and male sex was associated with higher ratings (p < 0.0003). There was a significant correlation between physician rating and region of practice, sex, age, board action, and sanctions (p < 0.001) with R 2 ranging from 0.000409 to 0.0167. Of the physicians reviewed, 896 identified themselves as subspecialists (Maternal Fetal Medicine, Female Pelvic Medicine and Reconstructive Surgery, Gynecologic Oncology, or Reproductive Endocrinology and Infertility) . Compared to all obstetric/gynecologic physicians, specialists were younger, more often male but their mean rating was not significantly different from the generalist obstetrician gynecologist (p ¼ 0.56). CONCLUSION: While factors, such as physician age, sex, region of practice, presence of board action or sanctions, significantly influence a physician's online rating, the low R 2 value indicates there are other factors more powerfully drive the relationship. Patient rankings of physicians appear to poorly discriminate between any two obstetrician gynecologists. Such limitations in discrimination would undermine the value of these ratings in patient assessment of physicians' quality.
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
Patrick Lang: Nothing to disclose; Tyler Muffly: Nothing to disclose; Anthony Leonard: Nothing to disclose; James L. Whiteside: Nothing to disclose. OBJECTIVES: To compare rates of urinary tract infections occurring postoperatively after hysterectomy when using 50% Dextrose (Dex50) as a visualization medium in cystoscopy versus cystoscopy without use of visualization medium or with use of other visualization media. MATERIALS AND METHODS: This is a retrospective analysis evaluating postoperative urinary tract infections diagnosed following a minimally invasive hysterectomy with cystoscopy performed at time of surgery using Dex50 versus alternative or no visualization medium during the time-period of July 1, 2014 to December 31, 2015 at a single institution. Data collected includes patient age, BMI, diabetes status, recent urinary tract infection, procedure details including indication, length of catheter use and post-operative evaluation with urinalysis and/or urine culture. Continuous variables were analyzed using the Mann-Whitney U test and categorical variables using the Fisher exact test. RESULTS: Of 130 patients studied, 70 had no visualization media used and 46 used Dex50. Demographics did not differ between the two groups in regards to patient age, BMI, diabetes status, recent urinary tract infection, or type of procedure(s) performed. Other visualization media (n ¼ 14) were excluded from analysis due to insufficient data. No statistical difference was found between the urinary tract infection rate with Dex50 (4.3%) versus no visualization medium (2.9%) (p ¼ 0.648). Additionally no significant difference was found between the two groups regarding length of procedure (p ¼ 0.162) or catheterization length (p ¼ 0.634). However, when Dex50 was used, length of stay was 24.7 hours (95% CI ¼ 17.9-31.4) versus 16.4 hours (95% CI ¼ 14.1-18.6) when no visualization medium used (p ¼ 0.047). CONCLUSION: When choosing a visualization medium during cystoscopy at time of minimally invasive hysterectomy, it is important to consider the efficacy and side effects of possible options. This study demonstrates that Dex50 does not increase the risk of postoperative urinary tract infection compared to no visualization medium. On the other hand, length of stay is significantly longer with the Dex50 group. One must factor in other variables that may confound this finding including surgical indications, difficulty of procedure and surgeon preferences.
Melissa Fox: Nothing to disclose; Stephanie Henderson: Nothing to disclose; Jamal Mourad: Nothing to disclose; Richard Gerkin: Nothing to disclose. OBJECTIVES: Synthetic transvaginal mesh (TVM) was developed to improve outcomes of native-tissue vaginal prolapse repair. TVM use has many recognized potential complications and it is unclear whether surgical treatment resolves these associated symptoms. The primary aim of this study was to describe outcomes in women undergoing surgery for TVM complications. MATERIALS AND METHODS: This is a retrospective cohort study of women who underwent surgical revision of synthetic TVM (TVM revision, index surgery). Chart review to obtain baseline clinicaldemographic information, operative notes, and preoperative symptom specific distress and impact questionnaire data and Urinary Impact Questionnaire (UIQ-7)] was performed. Eligible women were sent follow-up questionnaires that assessed: reasons for index surgery, presence of dyspareunia, the same preoperative validated measures of symptom specific distress and impact questionnaires, Patient Global Impression of Improvement (PGI-I) and Patient Satisfaction Questionnaire (PSQ) after TVM revision surgery. Minimum time from index surgery was 12 months. Patients were excluded if undergoing both revision/removal of midurethral sling (MUS) and TVM or mesh from a sacrocolpopexy. Patients could have concomitant native tissue repairs at time of TVM revision/removal. The two-sample t-test and Wilcoxon-Mann-Whitney test and Chisquare tests were used as appropriate. Multivariable logistic regression was utilized to identify variables independently associated with satisfaction with surgery. A p value of < 0.05 was considered statistically significant. RESULTS: One hundred fifteen eligible women were identified and 37.4% (43/115) responded to the questionnaire, 13.9% (16/115) declined participation or were deceased; 48.6% (56/115) did not respond. Non-responders had a greater proportion of combined anterior and posterior mesh placement (42.9% vs 18.6%, p ¼ 0.01) and complete mesh removals (41.1 vs 20.9, p ¼ 0.03). Pain was the most common reason for surgery 57% (n ¼ 56), followed by vaginal mesh erosion 56% (N ¼ 55), and dyspareunia 33.3% (n ¼ 33). Post-operative assessments of responders revealed that 52% reported improvement in dyspareunia, and 51% were satisfied with surgery. Post-operatively, women who were satisfied (n ¼ 22) vs. not satisfied (N ¼ 15) were more likely to have improvement in pain (58% vs. 23%, p ¼ 0.05) and dyspareunia (79% vs. 30.8%, p ¼ 0.05), lower UDI-6, POPDI-6, POPIQ-7, UIQ-7 scores (all p < 0.0001) and higher PGI-I scores (p < 0.0001). Multivariable logistic regression showed that women with resolution of dyspareunia were 12 times more likely to be satisfied, aOR ¼12.3, 95% CI ¼ 1.1-142.5 and there was no association between pain resolution and satisfaction aOR ¼ 0.8, 95% CI ¼ 0.1-10.2. CONCLUSION: Women described vaginal/pelvic pain, vaginal mesh erosion, and dyspareunia as the main reasons for mesh revision surgery. Overall, 51% of women were completely satisfied with their surgery. Women with resolution of dyspareunia were over 12 times more likely to be satisfied with their mesh revision surgery. These results can help to inform to expectations of women presenting with mesh complications.
Alison M. Parden: Nothing to disclose; Jeff M. Szychowski: Nothing to disclose; Holly E. Richter: Nothing to disclose; Ying Tang: Nothing to disclose.
